We aimed to verify how many patients with COPD admitted due to exacerbation had psychological disorders such as anxiety-depression and had their quality of life affected according to specific questionnaires; as well as to know the relation of these parameters with the degree of dyspnea and affectation of their COPD descriptive study of patients admitted for COPD at a pulmonology service between January and June of 2014 was carried out. Quality of life (St. George questionnaire) and symptoms of anxiety and depression (HADS questionnaire), degree of dyspnea (MRC and Borg scores) and severity of COPD (GOLD) were assessed. In our study, 41 patients were included, 75.6% were men. We found that there was a significant correlation between patients with grade IV COPD and the presence of dyspnea > 3 on the Borg score. Likewise, the relationship between a result > 8 in the HADS questionnaire and the patients with grade IV COPD was significant. However, only a third of our patients had received psychological treatment. Most of our patients had a significant deterioration in their quality of life, probably secondary to the presence of a moderate-severe degree of dyspnea.
Introduction
Chronic obstructive pulmonary disease (COPD) is characterized by a chronic and progressive course that is associated with a great impact on the quality of life and the presence of psychological problems, which implies changes in the personal and family lifestyle that generate stress. This will influence the medical and rehabilitative intervention offered to them [1] [2] [3] [4] . There are authors who consider COPD as a systemic syndrome with multiple comorbidities, which would include certain mental problems, such as depression and anxiety [5, 6] . Likewise, Matte, et al. [7] showed that, after a review of the literature, the percentage of depression in COPD (27.1%) clearly exceeded that of the control population (10%).
Dyspnoea is probably the symptom that most affects the quality of life of patients with COPD, since it generates, gradually, a decrease in physical activity. It has been shown that the greater the degree of dyspnea, the greater is the fear felt by the patient during physical exercise [8] .
Those who could not answer the questionnaires, who did not want to collaborate, in which the results of all the surveys were not collected or those whose cause of admission was not the exacerbation of their COPD were excluded. The nursing group, within the first 24 h of admission, was in charge of passing and supervising the St George respiratory [10] and HADS [13, 14] questionnaires, as well as the mMRC and Borg dyspnea scores [15] . Their demographic data, the smoking habit and the last spirometric variables in stable period were collected to categorize the disease, as well as the treatment prior to admission.
Statistical method
Qualitative data were described as absolute frequency and percentage and quantitative ones as mean-standard deviation. The association between qualitative data was studied using Fisher's exact test. The Mann-Whitney test was used for the correlation between the quantitative data. Data were analyzed using the SAS 9.3 program (SAS Institute, Cary, NC, USA) and values of p < 0.05 were considered significant.
Ethical considerations
The authors state that no patient data appears in this article. The ethical norms of the Center have been fol-This influences the vital activities, provoking dependence and social isolation, which would lead to the development of symptoms of anxiety and depression [3, [9] [10] [11] . This psychological symptomatology could increase in patients with COPD who require admission, especially if they have not received previous psychological-psychiatric treatment [5, 6] . This can significantly mark the course of the disease. It has been shown that these symptoms can persist despite the improvement of lung function [11, 12] .
Therefore, the objectives of our study were to verify how many patients with COPD who were admitted due to exacerbation, had anxiety-depression according to the HADS questionnaire and if they received treatment for it; their quality of life according to the St. George questionnaire and to relate the data obtained in these questionnaires with the severity of the disease measured by the GOLD scoring system and its degree of dyspnea.
Patients and Methods
A cross-sectional, descriptive and retrospective study was performed in patients diagnosed with COPD according to GOLD (a scoring system created as a management strategy for COPD [1] aged 18 years and older, who were admitted to the Pneumology Service of La Paz University Hospital, between January and March 2014, due to exacerbation of his underlying disease. subscales with the severity of COPD (in COPD grade IV, The most affected subscale was that of impact (p = 0.62).
Discussion
Patients with COPD are two to three times more likely to develop emotional problems than the general population due to the symptoms of the disease and their inability to control them effectively, poor quality of life, unhealthy living habits and a reduced survival [4] . Agreeing with previous publications, patients with COPD admitted due to exacerbation have their quality of life affected, due to increased dyspnoea and cough, worsening both as the disease progresses, and due to their successive admissions, so their measure is a good indicator of evolution [5, 8, 15] . In our study we found a significant impairment of quality of life as measured by the St George questionnaire, probably because most had a severe degree of COPD according to GOLD and a clinic of moderate dyspnea, which would determine a difficult physical mobilization and a progressive decrease of their social activities, measured in our work by a poor score in the impact scale of St. George questionnaire [8, 11, 16, 17] . Although not measured in this article, there are studies that leave proof that a decreased quality of life would increase the number of exacerbations in patients with COPD [9, 18, 19] .
Although there are articles that analyze the association between COPD and its psychological aspects and its effect on morbidity, there are few guidelines that provide solutions [19] . It has been shown that around 40% of patients with COPD develop depression and 36% have anxiety, increasing with the admission from exacerbation, as well as having a negative effect on the prognosis of COPD [4, 19] . In our study, almost 33% of the patients admitted had clear psychological symptoms according lowed, requesting authorization to the patients to participate in the answer of the questionnaires. The authors have no conflicts of interest with the study.
Results
A total of 41 (45.5%) patients in different severity scores were included in the 90 patients admitted for exacerbated COPD, of whom 31 were men (75.6%), with a mean age of 72.0 ± 11.23 (39-88) years. Table 1 shows the general characteristics of the patients. Although statistically significant relationship was not found between the character of smoker (yes, no, ex) and the degree of COPD, 69% of our patients with COPD IV were ex-smokers. 62.9% of the patients had dyspnea according to the mMRC scale between 1-2 and 56.1% between 3-6 according to the Borg score (Table 1) . A significant correlation between the degree of COPD IV and the degree of dyspnea > 3 on the BORG scale (p = 0.002) was found ( Figure 1) . The scores obtained for the psychological variables ( Table 1) indicated that more than a quarter of the sample presented a score higher than 11 (11 patients showed anxiety (25.82%) and 10 patients depression (24.34%), but only six (14.6%) patients were receiving pharmacological treatment. In this sense, we found a relationship between COPD IV with a depression score > 8 (p = 0.02).
When assessing the quality of life with the St. George Respiratory questionnaire, we saw that 92.7% presented a global alteration of the quality of life. According to each scale of the questionnaire, we observed that subscales were affected as follows: 95.1% the impact subscale (39 ± 2.5), 87.8% the symptom subscale (35 ± 3.3), and 80.5% the activity subscale (33 ± 4.2), although we did not find correlation between total scores or the ones from the to the HADS score, but very few of them were receiving treatment. We believe that it is due to the scarce research that specialists carry out on the emotional aspects of the disease in the follow-up of patients with COPD and the apprehension that some physicians have to recommend some psychiatric medicines. Several studies have concluded that depression and anxiety negatively affected the prognosis of COPD, increasing mortality, longer index stay, favoring exacerbations and re-admissions, and even affecting the total score and the impact subscale score of the St George Respiratory questionnaire [19, 20] .
We also found a significant correlation between grade IV of COPD and the presence of psychological symptomatology. The presence of a moderate-severe degree of dyspnea in these patients could not only be associated with their poor quality of life, but also with the depressive-anxious symptomatology they manifested. This fact is considered very important, since it has been shown that the anxiety-depression clinic would be linked to greater morbidity, negatively impact their prognosis and worsen their symptoms [4, 19] . This has led to the indication of the need to carry out a screening of these psychological alterations to guide an adequate treatment that generates better quality of life and reduces morbidity and mortality [17, 21] .
The nursing associated with the hospitalization units of the Pneumology services provide a considerable help in the care of patients with COPD. The usual incorporation of questionnaires that allow a screening of the psychological aspects and the quality of life of these patients would be fundamental to evaluate other comorbidities that could negatively influence their morbidity and mortality. This screening work can be carried out with the collaboration of nurses of the hospitalization units in patients admitted with chronic processes such as COPD, since their correct treatment would improve their symptoms, their quality of life and probably, to reduce the number of exacerbations. The role of nursing would be key in explaining, retrieving and reviewing the questionnaires used for these purposes.
One of the most important limitations that we find in this study is that it would have been very interesting to know and link to the previous hospitalizations with the HADS questionnaire scores and the follow-up of the patients treated with clear psychological alterations in relation to the number of subsequent exacerbations, which we would like to correct in the future. Another of the limitations is the sample size that was small for all the patients that get into the hospital due to this complication. These limitations have been found in other works, since the methodology used varies, especially in the selection of the population, not only in their number but also in the variables analyzed.
